Attachment 3.1B
Supplement 1

Services available to the dinstitutionalized Medically Needy for which no
Federal Financial Participation (FFP) is claimed by the state are:

For residents in an intermediate care facility or a skilled
nursing facility;

Dentists' services,

Optometrists' or opticians' services,

Chiropractors' services,

Eyeglasses, and

If prescribed by a physician,

a. Medical day treatment and other mental health services and
b. Nursing services,
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DESCRIPTION OF LIMITATIONS

1. Inpatiept Hospital Services. Prior authorization is required for
sff. gervices provided outside the astate by non-border gtatus providers
4 1-93 in non-ewergency circumstances, for transplant services and for

vantilator dependent scrvices. Other professional services that
require prior authorization cutfids the hospital, often require
prior authorization when provided in a hospital.

Other limitations include, put are not limited to: circumstances
for private room accommodations; rsgtrictions on non-therapeutic

sterilizations; requirements for separate billing of independent

professional services; and rescrictions to avoid duplicative and

unnecessgary paymentsg,

2.a. Qutpatient Hospital Services. Prior authorization restrictions

apply to these services as required by the area of service.

2.b, Rural Health Clinic Serviges. Servicea provided by rural health

clinics are subjecl to the same prior authorizatien requirsments
and other limitations as applied to covered services in the Medical
Asmistance Program.

4.4. Skilled Nurgj agili Services. Prior authorization is required
for rental or purchase of a specialized wheelchair. Levels of
service requirrd are gtipulated by the recipient’s plan of care,
subject to guidelines described in HSS 107.09(3}.

4.¢. Family Planning Sexvices. Sterilization procedures require prior
authorization and informed consent as mandated under federal
requlacions.

5. ician’ ices. Thae Department imposes some payment and

EfEf. benefit limitatioens on some specific physician services. Many of

4-1-81 these limitations are based on quantity and frequency, diagnoses,

provider specialty, or the place the service is provided. In
addition, some procedures require prior authorization and/or a
second surgical opinion. Examples of physician services in each of
these areas are listed below:

Sexrvices with Quantity and Frequency Limitations - Services
with quantity and frequency limitations in¢lude: evaluation
and management visites in the office, ocutpatient c¢linic and
inpatient hospital pursing home: routine foct care:; specific
injections; weight alteration programs; fetal monitoring;
clozapine management, and multiple surgeries performed on
the same day.
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Services with Diagnosis Limitations - Scrvices with
diagnosis limitations include: cerlain injections, routine
fool care and application of Unna boots.

Services with Provider Specialty Limilations - Provider
specialty limitations are impased on physicians providing
obstatric and podiatric services, and Lhose pertormung
evokad potentials testing.

Services wilh Place of Service Limitations - place of
service limitations are imposed on medication management in

the home and vn critical or prolonged care provided in the
emcrgency department.

Services thatl Reguirc Prior Authorization - To insure thal a
prucedure 1s medically nccessary, to domonstrale thar rhe
procedure is nol primarily cosmel.c vr for the convenience
of the recipient, to assurc that Lhe procedure ix not
oxperimental in nature, and to allow the Department to
detcrmine the treatment 15 the most cost-effective
availabie, Lhe provider must obtain prior authorization for
the following categories cf procedures;

1) Surgical or other medical procedures of
Guestiorab'e medical necessity but deemcd hy the
Departient to be essential to correct conditions
that cause signitficant impairment to the
recipient ‘s interpersonal adjustmonts or
employability;

2) Surqical proccduras or medical procadures thac
the Depariment decms redundant, ocurdated or
narginally effective;

3 Transplants;

4) Sterisizations (to conform with federal and
statgo regulations and limitations);

5) Temporomandibuiar surgery.

Second Surgical Opinion ~ Zlective surgeries that rcoquire
the recipient obtain a second surgical opinion include but

‘are oot limited to: cataract extraction; chotecystectomy;

hemorrhoidecLomy: diagnostic D & C procedures; inguinal
hernia repair; hystercctomy; joint replacement, hip or knee;
tonsillectomy/adenoidectomy; varicuse vein surgery.
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5.b. Dental Serviceg. The same prior authoriczation and other

EEff. limitations required under ilem $10 and 12.b. apply.

10-1-91

6.a. Podiatry Services. Prior authorization is required for elcetric

Ett. bone stimularion. Maintenance cave is limited to once per 61 day
7-1-90 period under certain conditions. For other scrvice limitations,

see s, HSS 107.14(3), Wis. Admin. Code. All orthopedic and
orthotic services, including repairs, orthopedic and corrective
shoes ond supportive devices, seivives correcting "flat fcet,™ and
treatment of subluxation of the foot arc naot covered.

6.b. Vigion Carc Seryices. (Uptometry) Prior authorization is required
Fre. for certain rypes of lenses and trames, antiscikonic 3ervices,
1-1-93 prosis crutch services, low vision services, certain

ophthalmological secrvices and vision frraining. Frames, lenses and
replacoment parts must he obtained through the volume purchase plan
provider, unless prior authorized. Anti-glare coating, spare
eycgiasses and sunglasses, and services provided primarily for
conveniance or Cusmetic reasons are not covered.

.C. Chirgpractic. Prior authnrization is required for services beyond
rtt. the initial visit and 20 spinal manipulations pet spell of illness.
3-1-86 Consultations are not covered.

Includedare other pr;mery care nurse practitioner ana Cclinical
nurse specialist services not covered under ilem #23. Services arc
stbject to limitations imposed on specific disciplines wilhin the N
scope of practice ot the nurse. These services include medical
services delegatcd by a licensed physician through protocols,
pursuanl Le the requircmenls set forth in rthe Wiscoansin Nursing Act
and the guidelines set torth by the medical examining board and the
board of nursing. Other practitioner services are subject to the
same limitations imposed on physician services under item #5 to
enable the Department to monitor and regulate the following:
medical necessity, cost, frequency and place of service.

Medication management includes in-home administration of
medications other than those given intravenously, prefilling
syringes for self injection when the recipient is not capablec,
setting up medications for self-administration, and programming
diapencar«., Instructing the cecipient may be covered when proviaca
in conjunction with these activities but ner covered if il is thc
only activity.
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10. Dental Services. Dental services are limited to the basic services
Eff. within each of the following categories: diagnostic services,
10-1-95 preventive services, restorative services, endodontic services,

periodontic services, fixed and removable prosthodontics, oral and
maxillofacial surgery services, and emergency treatment of dental
pain. The following are examples of services not covered: dental
implants and transplants; services for cosmetic purposes; overlay
and duplicate dentures; precious metal crowns; professional visits;
drug dispensing; adjunctive periodontal services; alveoplasty and
stomatoplasty; and non-surgical temporomandibular joint therapy.
Several services are provided only in specified circumstances or as
referred through a HealthCheck (EPSDT) screen. For other
limitations and a listing of those services requiring prior
authorization, see the WMAP Dental Provider Handbook, Part B.

11. Physical Therapy and Related Services. Prior authorization is
Eff. required for physical and occupational therapies, and speech
7-1-88 pathology after 35 treatment days per spell of illness. (See

HSS 107.16(2) through .18(2), Wis. Administrative Code). Services

for recipients who are hospital inpatients or receiving therapy
through a home health agency are not subject to this requirement.
For audiology, prior authorization is required for speech and
audiotherapy, aural rehabilitation and dispensing of hearing aids.
See HSS 107.189.

12.a Prescribed Drug Products. All Schedule III and IV stimulant drugs
Eff. as listed in the Wisconsin Medical Drug Index, enteral and
7-1-93 parenteral nutrition products, and certain other drug products

entailing excessive cost or utilization require prior
authorization. Other limitations apply to the frequency of
dispensing certain drug products. General categories of over-the-
counter drug products which are covered are: antacids, analgesics,
insulins, contraceptives, cough preparations, ophthalmic
lubricants, and other medically necessary, cost effective drug
products including some non-legend products that previously had
legend drug status.

Payment will be restricted to only those drug products supplied by
manufacturers that have a signed federal rebate agreement or an
approved existing agreement when required by federal law.
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Drugs or classes of drugs or medical uses restricted by state
option:

1. N/A

Dentures. Prior authorization is required.

Prosthetic Devices. Prior authorization is required for most
prosthesis, hearing aids and other medical equipment in the

Wisconsin Durable Medical Equipment and Supplies indices, except
for certain ophthalmological prostheses. Prior authorization also
is required for most items not in the indices.

Eveglasses. When frames and lenses services are provided by the
same provider, prior authorization is required to exceed the
following limitations in a 12 month period: one original pair; one
unchanged prescription replacement pair; and one replacement pair
with a documented changed prescription meeting Department criteria.
Tinted lenses, occupaticnal frames, certain glass and lens types
and frames and other vision materials not obtained through the
volume purchase plan also require prior authorization. Anti-glare
coating, spare eyeglasses and sunglasses, and services provided
primarily for convenience or cosmetic reasons are not covered.

Rehabilitative Services.

vi Community Support Programs
(CSP) provide a compendium of medical and psychosocial/
rehabilitative services, enabling the recipient to better manage
the symptoms of his/her illness, to improve independence, and to
achieve effective levels of functioning in the community.
Recipients able to benefit from mental health treatment and
restorative services provided in a community setting on a long-term
basis will experience a reduction in the incidence and duration of
institutional care they might otherwise need.
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An MA recipient who is eliyible for these services has a diagnosed,
sovere long-term Y1 ‘ness which puts the person at sigmnificant riusk
of continued institutionalication. The recipient i5 seriously
impaired in the basic areas of everyday functioning, ard
traditional mental health ocutpatient =reatment oOn a ragu.ar bdsis
for at least a year has proven ineffcctive,

Agencics providing MA CSP serv.ces must be certified py the
Department of Health and Social Services. Certification regmires
that gdirect supervision of Lreatment staff providing services is
performed by a4 clinical coordinator who nas appropriate educatior
and clinical exper:ence with loung-term mentally i1l persons; a
psychidatrist must ke avairlable to provide direction and necessary
psychiiatric services; an in-dcpth assessment is completed wilhina 39
days; and a comprehensive treatment plan is develuped ard rev ewed
At _east every six months.

Sarvices arec tocused on increasing the recipient's abiliry to galn
ana mainta:n normal functioring in Lhe cemmunity and at home.
Tnllowing in-deptnh assessment and menlal health treatment planning,
rehapi litative trearment and activities are structured Lo
arcliorate the effects ¢f i1llness on the zecipient's ability <o
pertcrm parsohal care and social activiries of every-day l.ving.
Restorative care i3 provided t.0 enable the recipient to seed and
maintaln employment; to obtain necessary medical, leyal, financial
and goveramental sarvices; and to acquite and maintain adequate
housing. Ia addition, a medical trearment component alfords
family, indiv_.dual and qroup psychetherapy, medication
administration and monitoring, 24-hour crises intcrvention, and
ongoing psychiatric and psychologica. cvaluation. Tinally,
community support program services include Ccase managemenli ongoing
meni.oring ard service cocordination activities., The majority of
psychosocral/rohabilitlative Treatment activities as well a5 medical
treatment 13 provided :n the community or the recipient’'s nome to
afford maximum support for the rccipient in mecting lreatment
god.ls.

C3P serviceas may include Clozapine management. See description
urder 6d. Orher Practitioners.
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Special rehabilitation services are evaluative, diagnestic and
treatment services to COrrect any detects or conditions. or to
teach compensatory skills for deficits that directly result froum a
medical condition. These services include obtaining,
interpreting, and integrating evaluative, diagnostic and treatment
information appropriate to an individual‘s coordinated plan of
care. Special rehabilitation services may be provided under the
provisionc of the Individuals with Disabilities Education Act
(IDEA) and are reimbursable only when included in and after
implementation of an TEP (Individualized Education Plan) or IFSP
{Individualized Family Service Program) under IDEA. Treatment
services must be prescribed or referred by a physician, a licensed
Ph.D. psychologist, or an advance practice nurse wilh prescriptive
authority as allowed within their scope of practice.

Controls to prevent duplicate services and assure continuity of
care are established by Medicaid where a child receives services
from both Medicaid certified School Based Services (SBS) providers
and Medicaid Health Maintenance Organizationg (HMOs) or fee-for-
service providers.

For example, where a child enrolled in a Medicaid HMO receives S$SBS
services, the HMO is responsible for providing and managing
medical services. School hased medical services are not included
in Medicaid’s capitated payment to HMOs. Effective with
implementation of the new managed care contract, SBS and HMO
providers will be required to sign joint Memorandums of
Understanding {(MOUs), a legal document setting standards, policies
and procedures to avoid duplication of servicee and coordinate
care for the child. Where a child served by the Medicaid fee-for-
sexvice system receives SBS services, Medicaid requires SBS
providers to document regular contacts between schools and
community providers (such as physivians and therapista) as
appropriate for each child but at least annually; and Medicaid
will monitor service coordination and ensure duplicate aervices
are not provided through prior authorization.

Special rehabilitation services include the following:

1. Speech, Language and Hearing: These are services for
individuals with speech, language and hearing disorders that
adversely affect the functioning of the individual. The
services arc provided by or under the direction uf{ a speech
pathologist or audiologist, for which a patient is referred
by a physician. Services include evaluations and
reevaluations to determine an individual’'s need for these
services; recommendations for a course of treatment;
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IEP/IFSP case management,; and the following services when
identified in the IEP or IFSP: treatment; and medical
equipment for use in both the home and school settings,
solely for the use of one child, under utilization controls
established by Medicaid. The equipment is owned by the
recipient.

Occupational Therapy: This service is prescribed by a
physician and provided to a recipient by or under the
direction of a qualified occupational therapist as defined
in 42 CFR 440.110(b). These services are rehabilitative,
active, or restorative, and are designed to correct oxr
compensate for a medical problem interfering with age
appropriate functional performance. This service means
evaluations and reevaluations of probleme intexfering with
an individual’'s functional performance; recommendatious for
a course of treatment: IEP/IFSP case management; and the
following services when identified in the IEP or IFSP:
treatment; and medical equipment for use in both the home
and school settings, solely for the use of one child, under
utilization controls established by Medicaid. The equipment
is owned by the recipient. )

Physical Therapy: Thius service is prescribed by a physician
and provided to a recipient by or under the direction of a
qualified physical therapist as defined in 42 CFR
440.110(a). These services are rehabilitative, active, or
restorative, and designed to correct or compensate for a
medical problem. This service means evaluations and
reevaluations to determine an individual’'s need for physical
therapy; recommendations for a course of treatment; IER/IFSP
case management; and the following services when identified
in the IEP or IFSP: treatment; and medical equipment for use
in both Lhe home and school settings, solely for the use of
one child, under utilization controlec established by
Medicaid. The equipment is owned by the recipient.

Nureing: This gervice is performed by a Registered Nurse or
licensed practical nurse, or is a delegated nursing act
under nursing protocols. The services are prescribed or
recommended by a physician or advance practice nurse with
prescribing authority and are included in the IEP or IFSP
The gervices are within the acaope of prolessional practice
of a Registered Nurse or licensed practical nurse, and
includes but is not limited to: screening and referral for
health needs; medication management; IEP/IFSP case
management; explanations of treatments, therapies, and
physical or mental conditione with family or other
professional staff; and medical equipment for use in both
the home and school settings, solely for the use of one
child, under utilization contrxols established by Medicaid.
The equipment is owned by the recipient.
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Psychological, Counseling and Social Work: These services
mean diagnostic services or active treatments with the
intent to reagomably improve the individual‘s physical or
mental condition. These services are performed by a
licensed physician or paychiatrist, or licensed or certified
school psychologist, school counselor, or school social work
staff. Thease services include but are not limited to:
testing and evaluation that apprise cognitive, emotional and
social functioning and self concept; recommendations for a
course of treatment; IEP/IFSP case management: and therapy
and treatment identified in an IEP or IFSP that is planning,
managing, and providing a program of psychological,
counseling or cocial work services to individuals with a
diagnosis or evaluation of psychological or behavioral
problems, and unscheduled activities for the purpose of
resclving an immediate crisis situation. Treatment services
must be prescribed or referred by a physician or a licensed
Ph.D. pcychelogist, and are included in an IEP or IFSP.

Developmental Testing, IDEA Assessment and Reassessment, and
Ongoing Monitoring and Coordination of IEP/IFSP Services:
These services are performed by Director’s of Special
Education and/or Pupil Services, and other certified school
staff within the scope of their certification.

Developmental testing means testing performed to determine
if motor, speech, language, hearing, and psychological
problems exist, or to detect the presence of any
devclopmental lags. IDEA assesaments and reavsessments are
medical assessaments that are evaluations, tests, case
management required to develop the IEP or IFSP, and ongoing
monitoring and coordination of IEP or IFSP services and
related activities performed to determine if an individual
is eligible under the proviaions of IDEA. These services
occur regularly in the determination of eligibility under
IDEA and are related to the evaluation of the functioning of
the individual. These services are reimbursable only after
they result in the implementation of an IEP or IFSP.

Transportation: This service includes transportation to and
from SBS provider sites for medically necessary services in
vehicles adapted with a ramp or lift. This benefit is
provided by a SBS provider, or contracted provider, to
individuals whose medical needs require special
accommodation for trangport. The covered gservices and
transportation must be included in an IEP or IFSP. Thig
benefit is available for transportation te or from the
medical service only on the same day that a covered Medical
Assistance scrvice is provided.
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